Many patients have problems which are not exclusively medical or psychiatric but a mixture of both. It is specially important to remember this when taking a history. Otherwise physicians and psychiatrists run the risk of missing the diseases that fall within each others' province. 
These range from mild, often not recognized, to severe, often with the visual hallucination and motor excitation of delirium. The problem is more severe at night or in an unfamiliar environment. Aggressive or paranoid features are common. The treatment is to identify and treat the precipitating cause and control the acute psychiatric manifestations.
Older people are especially prone to confusion during acute medical illness such as anaemia, myocardial infarction, bronchopneumonia, urinary tract infection, or cerebral ischaemia. Dehydration and electrolyte changes, especially after surgery, frequently lead to confusion-a state in which further dehydration easily develops. Sedatives, notably barbiturates, depress the central nervous system (C.N.S.) and can expose and provoke confusional syndromes. Vitamin B12 deficiency should not be forgotten, nor should nutritional deficiency causing folic acid depletion.
At any age confusion may be the result of head injury, epilepsy, hypoglycaemia (spontaneous or induced by insulin or sulphonylureas), hypercalcaemia, shock (or any other cause of cerebral hypoxia), or rare diseases such as porphyria or polyarteritis. Special mention should be made of drugs. Alcohol and barbiturate withdrawal can lead to toxic psychosis, respectively with visual hallucinations and tremor and fits. Amphetamine can also cause a toxic psychosis. Isoniazid (with vitamin B, deficiency) Physical disease is associated with both reactive and enaogenous depressive reaction. The mortality of bereavement is a real thmg and there should be more general awareness that mourning is sometimes confused with treatable depression which may not go away with time, reassurance, support, and the affection of relatives. Depression is common after stroke, in patients with Parkinsonism, myocardial infarction, heart failure, chronic renal insufficiency, and malignant disease.
A depressive reaction is best treated with nortriptyline, but the patient who is alert or shows anxiety may do better on amitriptyline. Dosage requirements vary considerably, and recent blood level studies support a view that both inadequate and excessive quantities can be responsible for poor clinical response. Toxic doses cause anticholinergic problems such as dry mouth, tachycardia, urinary retention, and aggravation of glaucoma. Hypotension and arrhythmia is possible in a patient with previous cardiac disease, while hypertension to an alarming degree can occur when a tricyclic is given to a patient taking a sympathetic nerve-blocking drug-such as bethanidine, debrisoquine, or guanethidine for hypertension. ST and T wave changes can occur in the E.C.G., together with fine tremor, dysarthria, confusion, and excitation.
When anxiety dominates a depressive state a combination of a phenothiazine and a tricyclic antidepressant is more appropriate, such as amitriptyline with perphenazine or nortriptyline with fluphenazine. Doxepin, mentioned above (see anxiety), is also recommended in this situation.
Lowering of mood can be the striking feature in many infective illnesses such as glandular fever, brucellosis, cryptic miliary tuberculosis, and subacute bacterial endocarditis. It is particularly important to remember that depression is a common symptom in pancreatic carcinoma and usually antedates the classical painless obstructive jaundice by some weeks or months. Hypercalcaemia causes depression rather more frequently than any other of the many other psychiatric symptoms with which it has been associated. I presume the pigeon chest is the usual low one, with the greatest deformity above the xiphisternal junction and some pinching in of lower ribs. It often improves in the early years, but at any rate it stops increasing when growth stops. It is usually said that treatment of the underlying respiratory tract cause is enough, though some believe the deformity itself can directly cause not only psychological problems but also diminished exercise tolerance or chest pain. Certainly, it can be associated with cardiac displacement. There are arguable claims that operation will improve the exercise tolerance and the symptoms and that the cosmetic result is worthwhile. Against this a considerable and often very ugly scar may remain after operation. The curtest account of treatment I have heard or seen is four words "Pigeon Chest. No treatment is required". It should need a lot to shift the doctor from this position, but he must be sure the patient has been treated as a sensitive person who should be able to understand the deformity will not progress further, realizes an ugly scar may result from operation, and is encouraged to live an ordinary life.
Varicose Veins and Oral Contraceptives
Are varicose veins in an otherwise healthy young woman a contraindication to the use of low-dose oestrogen oral contraceptives?
This question is becoming increasingly important to general practitioners and doctors working in the family planning clinics who are worried about the possibilities of thromboembolic disease in their patients. The short answer is, No: low-dose oestrogens are not contraindicated merely by the presence of superficial varicosities. Many young mothers have varicose veins after pregnancy and should not be denied oral contraception. So often it is the unsuspected deep vein thrombosis in the calf or pelvis which is the source of trouble and this diagnosis is notoriously difficult to make. If previous thromboembolic disease is excluded, and attention paid to such other factors as obesity or possible elective surgery in the future, and provided patients are followed up regularly then low-dose oestrogens do not seem to increase the risk of serious complications in a patient with superficial varicose veins. Some authors suggest that therapy should be discontinued after one year for a period of three to four months, particularly in patients wanting long-term treatment. There is, however, little evidence to suggest that the incidence of thromboembolic disease is thereby diminished.
Contraindications to Quinine Treatment
Is it unwise to prescribe quinine tablets for nocturnal cramp when the patient suffers from senile perceptive deafness, in view of the possibility that quinine may occasionally be ototoxic ?
The small dose of quinine used to treat nocturnal cramp-300 mg-is unlikely to have an adverse effect on senile perceptive deafness, especially if the drug is taken intermittently. A few people, however, are hypersensitive to quinine and may develop symptoms such as itching, urticarial rashes, flushing, and tinnitus after a single dose. If this happens the drug should not be given again.
